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Syphilis outbreak in Milan, Italy
Infectious syphilis has been considered a
sensitive marker of risky sexual behaviour.1

Following a decline of syphilis in Western
Europe,2 3 there has been a resurgence of
infectious syphilis in many countries, with a
number of outbreaks in men who have sex
with men (MSM).4 5

The STD centre of milan is the biggest in
northern Italy with an average of about 6000
patients per year. All patients are offered
screening tests for syphilis using treponemal
particle agglutination test (TPPA) and rapid
plasma reagin (RPR).

The number of cases of early syphilis
(primary, secondary, and early latent asymp-
tomatic with probable infection ,12 months
previously) has increased from 46 to 211
between 2000 and 2002. Over the same time
the number of cases of late syphilis (asymp-
tomatic with probable infection .12 months
previously) have remained stable. Most cases
of early syphilis in 2001 and 2002 (261/306,
85%) were in MSM. Fig 1 shows the trends.

As in other reports of recent syphilis
outbreaks in MSM, a proportion of cases
(25.8%) are in men with HIV.6 Of the 74 HIV
positive men with early syphilis, 39 (53%)
already knew their HIV status. This is an
indication that our health promotion mes-
sages are not effective with this group at least.

The fear of AIDS has declined in Italy:
public campaigns are soft, HAART therapy
has changed the appreciation of HIV infec-
tion in infected patients, and HIV is no longer
considered a fatal condition.
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Online HIV/STI Chinese clinician
training
The spread of HIV in China is accelerating
and many Chinese physicians are poorly
trained to address it.1 We review clinician
training and the internet in China, and
present the results of a convenience sampling
of 136 Chinese clinicians regarding their
access and attitudes towards computer based
HIV/STI training.

Having been trained in an era of virtual STI
eradication, many Chinese physicians are in-
adequately prepared to respond to the current
HIV epidemic.2 Medical school curricula fre-
quently lack STI coursework, and a European
Union-China Project (EUCP) study in 2000
showed as few as 5% of physicians had ever
received any HIV/STI training.3 Coinciding
with the spread of HIV in China is the expon-
ential growth of the internet and computer
technology, reaching over 68 million internet
users as of June 2003.4 These computer based
resources can potentially serve as a powerful
medium for the training of clinicians.

To investigate this opportunity, we adapted
Chinese language HIV/STI materials devel-
oped by the EUCP to create an online HIV/STI
training page for the website of the Chinese
National AIDS Prevention and Control Center
(www.aids.net.cn). We then presented the
site and distributed paper based surveys to
136 clinicians recruited during STI training
courses in several urban areas.

The response rate was 97% (132/136).
Among those sampled, 95% reported having
computer access and 86% reported having
internet access, defined as access at home,
work, or internet cafes. Similar access levels
were reported by the subset of respondents
(17%) who reported having had no HIV/AIDS
training in medical school or in continu-
ing medical education (CME). All 132
respondents reported a willingness to utilise
computer based training.

This study found a surprisingly high level
of computer and internet access among a
convenience sample of STI specialists from
several urban areas in China. The main limita-
tion of this study was the non-representative
sampling, which makes generalisation to other
Chinese physicians difficult. Despite this, we
believe that these results can be cautiously
applied to significant numbers of urban
Chinese clinicians who share similar levels of
access and interest with this study population.

Online CME presents a promising way to
take advantage of growing computer/internet
access in China. Chinese physicians can already
obtain many of their required CME credits
online, with the largest site (www.cmechina.
net) training over 50 000 users annually.5

Notably, HIV/AIDS training is not available.

Other potential uses of computer/internet
resources include creating training centres to
serve as clearing houses for up to date
training materials. Especially in those areas
where extreme geographic barriers limit the
scope of traditional training methods, the
internet can help remote hospitals and
physicians engage in distance learning.

As China strives to control a growing HIV
epidemic with a limited budget, low cost/high
output resources like computer/internet
training cannot be overlooked.6 While further
investigation is needed to show training
efforts positively affect outcomes, the com-
puter/internet revolution offers an immediate
and cost effective opportunity to train many
urban and some rural physicians. This study
suggests that the technical access and clin-
ician willingness necessary for such HIV/STI
training may already exist.
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Treatment of vulval vestibulitis
with a potent topical steroid
Vulval vestibulitis (vestibulodynia) is char-
acterised by penetrative introital pain and
erythema and tenderness localised to the
vestibular glands.1 The aetiology is unknown
and most treatment strategies are based on
anecdote.2–5 Some clinicians recommend the
use of a topical steroid but there are no
published data to support this.

We designed a randomised double blind
crossover study to compare a potent topical
steroid, Dermovate ointment (clobetasol pro-
pionate 0.05%), with a very mild steroid, 0.5%
hydrocortisone ointment. The hydrocortisone
acted as a placebo as it was impossible to
obtain a matching placebo for Dermovate
ointment. To demonstrate a 20% difference

Figure 1 Trend of early syphilis per sexual
behaviour 1999, 2000, 2001, and 2002.
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between Dermovate and hydrocortisone trea-
ted episodes if the placebo effect was 40%,
110 patients were needed. Unfortunately,
recruitment was slow and the study ended
when the expiry date of the medications was
reached.

This report describes the outcomes in the
patients who participated. The ethics com-
mittee of Mount Vernon and Watford Hos-
pitals NHS Trust approved the study; patients
gave written informed consent. All patients
had introital pain, tenderness, and erythema
compatible with a diagnosis of vulval vesti-
bulitis. The study comprised three phases:

(1) emollients only for 2–8 weeks,

(2) tube one of the study medication, applied
to the vestibule each night for 28 nights,

(3) tube two of medication used similarly.

The tubes were identical and the study was
designed so that within blocks of 10 patients,
half would use each medication first. The
same clinician assessed each patient at
14 day intervals using a three point scale for
each of the parameters—pain, tenderness,
and erythema (maximum score 9; minimum
score 0 for each visit). The scores obtained at
entry (minimum 3) and after each phase
were noted.

Twenty two patients were recruited, but
some patients withdrew or were excluded for
protocol violations. Fourteen patients com-
pleted all phases of the study and two
completed the first two phases. After emol-
lient use, nine patients had improved (mean
score 21.1; range 20.5 to 22); after
Dermovate, 11 improved (mean score –2.7;
ranges –0.5 to –8); and after hydrocortisone
nine improved (mean score –1.8; range –1
to 23) (table 1). Eight patients who used
both treatments had a better response to
Dermovate and four had a better response
to hydrocortisone (p,0.07). Eight patients
expressed a definite preference, seven for
Dermovate and one for hydrocortisone. There
may, however, have been an effect of the
order of the treatments as two patients did
better on their first treatment whereas nine
did better on their second (p,0.06).

Although this study was not completed,
some conclusions can be reached. Short term
use of a potent topical steroid preparation did
not produce a clinically important improve-
ment in all cases but some patients had very
good responses, which were maintained. This
may reflect the fact that the aetiology of
vulval vestibulitis is multifactorial and where
there has been an inflammatory, infective, or
irritant cause, topical steroids may be helpful.
There is an urgent need to identify and
classify the causes of this syndrome so that
appropriate treatment can be targeted more
accurately.
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Unexpected resistance in an
African immigrant: lessons for
the unwary
The number of people emigrating from Africa
to the United Kingdom has been escalating.
They contribute to the increasing number of
heterosexuals with HIV in the United
Kingdom.1 Increasingly, developing countries
are improving their access to antiretroviral
drugs through global funds for AIDS and
other sources. It is well known that resistance
to antiretrovirals develops where therapy is
either suboptimal or adherence is imperfect,
and that such resistance is associated with
poor outcome.2

A Zimbabwean man aged 47 was admitted
to the Royal Sussex County Hospital, in
August 2001 with lobar pneumonia. He had
excellent response to the appropriate anti-
biotics. He reported receiving treatment for
tuberculosis twice in the past. He had a
positive HIV antibody test which was done
after pretest discussion. The baseline CD4
count and viral load were consistent with
advanced infection, 20 6106/l (2%) and
134 000, respectively.

He was commenced on combination anti-
retroviral therapy with combivir and efavir-
enz, and had a good initial virological
response with a drop of his viral load to
1230 (3.09 logs) in 2 weeks. However, his
viral load rebounded to 71 000 at 6 weeks. He
was thought to be non-adherent to the
antiretrovirals at this stage and was ques-
tioned extensively regarding adherence. He
claimed 100% adherence to his medication
and denied any missed or late doses.
Interactions with prescribed and non-pre-
scribed medications were excluded.

At this stage a genotypic resistance test was
organised from the sample, with a viral load
of 71 000 and he was admitted to the local
respite unit (The Sussex Beacon) for directly

observed therapy (DOT). The viral load after
2 weeks of DOT was 240 000.

A genotypic resistance test revealed the
following mutations: K65R, D67N, K70R,
K103N, M184V, G190A, T215F, K219Q, sug-
gesting that he had extensive resistance to
nucleoside analogues and to all non-
nucleosides. When he was reviewed with
his resistance test result, he still denied any
knowledge of HIV testing or treatment in
Zimbabwe, but identified combivir tablets as
part of his anti-tuberculosis medication. Geno-
typic resistance testing of his archived initial
sample before his commencement of treat-
ment showed: M41L, V118I, M184V, T215F.

He was then commenced on a salvage
regimen of didanosine, tenofovir, kaletra, and
sauquinavir HG and had a good virological
response with a viral load drop of 1350 (3.13
logs) in 4 weeks.

It remains uncertain whether in this case
the individual had been aware of his HIV
status. It is possible that antiretroviral med-
ications may have been included as part of an
unorthodox anti-tuberculosis regimen, given
the high co-infection rate in Zimbabwe,
without the individual having been informed.
Alternatively, the individual may have been
unwilling to disclose his status for fear of
rejection of his legal claim to stay in the
United Kingdom or for other sociocultural
reasons.

Either way, the choice of initial therapy
was inappropriate, given the underlying
resistance to reverse transcriptase analogues,
and resulted in the subsequent rapid accu-
mulation of NNRTI resistance.

While it is known that acquired resistance
mutations may disappear with time after
discontinuation of therapy3 had a genotype
resistance test been performed at presenta-
tion in this case a more effective regimen
would have been selected. Current BHIVA
guidelines recommend resistance testing
before therapy only in the context of demon-
strable transmitted drug resistance.

As antiretroviral therapies become increas-
ingly available in developing countries and
while stigma regarding disclosure of HIV
status for immigrants remains, we believe
that similar cases will occur.

We strongly suggest that immigrants with
a new HIV diagnosis should be closely
questioned regarding previous testing and
treatment, and also baseline resistance test-
ing should be routinely considered.
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Table 1 Treatment outcomes

Emollient Dermovate ointment
Hydrocortisone
ointment

Improved 9 11 9
Unchanged 5 2 1
Worse 2 2 5
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